Background: Many patients who consult their GP are worried about their health, but there is little empirical data on strategies for effective reassurance. To gain a better understanding of mechanisms for effective patient reassurance, we explored cognitions underlying patients' worries, cognitions underlying reassurance and factors supporting patients' reassuring cognitions.
Background
Many patients consult their general practitioner (GP) because they experience certain symptoms and are worried that these may be indicative of serious illness [1] [2] [3] . Patients with a chronic or progressive condition often worry about the potential impact of disease on their daily life, such as becoming dependent on others [4] . Anxiety about illness causes psychological distress, posing a major burden to patients [5, 6] . Understanding how to reassure patients effectively is important because reassurance can improve patients' health status and well-being [7] [8] [9] [10] [11] . It has also been suggested that effective reduction of anxiety helps patients to better understand information given by the doctor and strengthens the doctor-patient relationship [8, 10] .
As general practitioners are generally aware of the importance of effective reassurance, they use various strategies to reassure their patients, such as enhancing patients' insight into the benign cause of the complaint ( [12] , Giroldi E, Veldhuijzen W, Leijten C, Welter D, Muris J, van der Weijden T, van der Vleuten CPM: 'No need to worry': exploring family physicians' expertise in reassuring patients: Submitted.). However, evidence for the effectiveness of these strategies is limited. Previous studies have shown that attempts to reassure patients are often ineffective [13] [14] [15] [16] . Clinicians and textbooks may attribute unsuccessful reassurance to patients' abnormal illness behaviour, i.e. persistence of illness behaviour despite medical reassurance [13, [17] [18] [19] . However, an alternative explanation placing less blame on the patient is that ineffective reassurance may be due to the fact that patients and doctors perceive clinical encounters in different ways [20] [21] [22] . Patients might understand and interpret the doctor's reassuring statements quite differently than expected by the doctor. For example, the doctor stating that the complaints are not serious fails to achieve the intended effect when these complaints severely impact the patient's everyday life [17] . This suggests that a thorough understanding of patients' concerns is a key factor for successful reassurance. Patients do indeed feel more reassured when their doctor explores their concerns using screening questions such as 'have you any other concerns or questions?' [10] .
The "common sense model of illness representations" describes how patients facing a health problem construct disease cognitions related to symptoms, causes, duration, controllability and consequences [23] [24] [25] [26] . The emotional component of illness comprises how patients feel in response to these cognitions, e.g. their being anxious or worried [24] . Effective reassurance is likely to depend on doctors being aware of and addressing these cognitions and worries. This supports the relevance of studies aimed at enhancing insight into mechanisms that determine effective reassurance of patients. Therefore 
Methods

Design
In order to explore patients' experiences and cognitions related to concerns and reassurance, we conducted a qualitative study in which we used recent, videotaped consultations of the participating patients with their GP as stimulus for stimulated recall interviews with the patients [27] . A thematic analysis of the interviews was performed to identify common themes. Drawing upon principles of grounded theory, we conducted an iterative process of data collection and analysis to facilitate further exploration of themes in subsequent interviews and the method of constant comparison [28] .
Ethical approval and informed consent
The Medical Ethical Commission of Maastricht University Medical Centre granted ethical approval for the study protocol. All participating patients gave informed consent. Codes were used to anonymize the verbatim transcriptions of the recorded interviews.
Study context
The study was conducted in Dutch general practices. The Netherlands has general practices with enlisted patients, with each patient allowed to register in and attend one practice only. Thus as a general rule, GPs have a continuous and longstanding relation with their patients. In the visited practices, patients' appointments are booked in advance.
Selection procedures
GPs were recruited and informed of a study on reassurance with an invitation letter and a follow-up telephone call. Twelve GPs agreed to participate and were visited during a morning clinic. A total of 134 patients were informed of a study on doctor-patient communication. One of the researchers informed patients in the waiting room, both verbally and with an information letter. Before and after their consultation with their GP, the 68 participating patients (50.7%) rated the level of their concern (i.e. how worried about your health problem are you at this moment?) on a scale ranging from 0 (not worried at all) to 10 (very worried). After the consultation, the GPs rated for each patient how important achieving the goal of reassurance was in this particular consultation, also on a scale ranging from 0 to 10. Consultations were observed and recorded on video to enable patients to reflect upon non-verbal communication.
From this sample we aimed to select two consultations at each visit that combined a high rating by the GP on the importance of reassurance with a high rating by the patient on their level of concern before the consultation. In case we were unable to identify two of such consultations, we prioritized the GP rating. Reassurance needed to be an explicit goal of the GP since the selected consultations were to be used for interviews with GPs about the way they reassured patients and with patients about how they experienced their GP's reassuring efforts.
The interviews
The selected patients were interviewed by trained interviewers, preferably on the day of the consultation or shortly thereafter. To guarantee that patients felt comfortable, they were interviewed in their own homes. To ensure consistency in the approach of the three interviewers, they thoroughly discussed the interview procedure before and during the period of data collection. Moreover, a rehearsal session with simulated patients was organised to practice, discuss and receive feedback on the stimulated recall procedure.
At the start of the interview the patients were invited to elaborate on their health concerns in relation to their GP visit. Next, the researcher and the patient watched the recording of the patient's consultation. The patients were invited to stop the tape whenever they felt that something occurred that had influenced their level of concern during the consultation and to recall their thoughts regarding this moment. The researcher could stop the tape too at moments she considered relevant and ask patients how they experienced these moments. The researchers made this decision based on their literature study and clinical experience and by paying close attention to (non)-verbal expressions of cues and concerns. The researcher prompted patients to elaborate on their experiences and thoughts (e.g. why was that reassuring; what were your thoughts at that moment?).
Data analysis
The interviews were transcribed verbatim. After carefully reading the transcripts, the researchers used specialized software (Atlas-ti) to identify and code relevant fragments. Open coding was used to identify themes and axial coding was performed to understand how themes related to each other. Transcripts were compared with those that had already been analysed to revise and refine themes. Memo writing guided the identification and interpretation of patterns that emerged from the data [28] . The coded sections and memo's formed the basis for writing interpretive summaries of every patient. These summaries helped to understand how different worrying cognitions were counterbalanced by reassuring cognitions and which factors facilitated that process. To increase the credibility of the results, the transcripts were coded independently by at least two researchers with different backgrounds, i.e. health sciences (EG) or medicine (WV/AM), increasing scope and deepening understanding of the data [29] . Discrepancies in coding were discussed until consensus was reached. All the authors discussed the themes that were identified during the analysis.
Results
Data characteristics
A total of 21 patients were interviewed (Table 1) , of which nine were female. Patients' age ranged from 19 to 89 years (mean: 53.8 years). The twelve GPs came from ten different practices, representing a range of practice settings (rural, urban, solo, duo and group practices). The sample represented a mixture of follow-up and standalone appointments, with a mean consultation time of 12 minutes ( Table 1 ). The analysis of the GP interviews indicated that GPs did not expect serious pathology to be present in any of the selected consultations, based upon their findings of the history taking, physical examination and, if applicable, additional investigations.
As the analysis of the last five interviews did not yield any new themes and confirmed the results, saturation was reached.
The interviews
Twenty patients were interviewed on the day of the consultation and one patient was interviewed seven days later. The interviews lasted between thirty and sixty minutes. In most cases patients spontaneously shared cognitions related to their concerns. Even patients with a low level of concern spontaneously expressed concerns and underlying worrying cognitions during the interview. Not all worrying cognitions discussed in the interview had been mentioned in the consultation. Specifically cognitions regarding the adverse effects of medication were expressed in several interviews but were never mentioned during consultations. Patients easily described the GPs' actions they experienced as reassuring, but did not often express spontaneously how these actions supported reassuring cognitions. This was explored by further probing by the researcher.
Worrying cognitions and how reassuring cognitions counterbalance them
Patients described four worrying core cognitions. As explanations for why they had these core cognitions, patients expressed person-specific cognitions (concerns related to their complaints, their body and self-image) and contextspecific cognitions (concerns related to their social environment) ( Table 2 ). While person-specific cognitions were often expressed in relation to context-specific cognitions, they were sometimes expressed individually.
In addition, patients mentioned five reassuring core cognitions. As explanations for why they had these core cognitions, patients mentioned consultation-specific factors (GPs' actions during the consultation) and context-specific factors (patients' pre-existing cognitions based on experiences that had occurred before the consultation, e.g. regarding their GP, the doctor-patient relationship and prior events) ( Table 3) .
The analysis of the data revealed possible relationships between worrying and reassuring core cognitions, as three reassuring cognitions seemed to directly counterbalance either one or two specific worrying cognitions ( Figure 1 ). However the two reassuring cognitions 'I trust my doctors' expertise' and 'I have a trusting and supporting relationship with my doctor' appeared to mainly have an indirect reassuring effect in terms of supporting the other three reassuring cognitions. Patients mentioned these trust-related factors to be reassuring because they created an environment in which the patient felt safe and supported and accepted what the GP was saying, however they did not seem to directly counterbalance patients' specific worrying cognitions. One exception was that the reassuring cognition 'I have a trusting and supporting relationship with my doctor' seemed to directly counterbalance the worrying cognition 'My health problem will negatively impact my life. Patients mentioned no reassuring cognitions that directly counterbalanced the worrying core cognition 'my treatment will have adverse effects'.
Following the structure of Table 2 and using illustrative quotations, we describe in some detail patients' worrying cognitions. For every worrying cognition, we describe how these seemed to be counterbalanced by patients' reassuring cognitions, using some specific examples from Table 3 . For a complete list of cognitions see Tables 2 and 3 .
Worrying core cognition: I have a serious disease
Most of the participating patients expressed concerns that they might have a specific serious disease, such as cancer or a heart condition, often triggered by an alarming symptom, such as chest pain. Some patients said they felt that having a symptom in itself is abnormal and therefore indicative of serious disease, without having a specific disease in mind. These person-specific cognitions were often mentioned alongside contextspecific cognitions, such as worrying they might have a specific severe illness because it runs in the family. This pain persisted here and then I thought: 'Couldn't it be my heart?' I wanted to know what it is actually, as there are a few in my family who died of heart disease. Patients often mentioned that they trusted their doctor's judgement. This trust was partly based on preexisting cognitions, i.e. cognitions arisen from previous encounters with the GP, for example about the presence of a long-lasting doctor-patient relationship.
Patient 12
I trust him, he has never been wrong in treating me, my husband, and my whole family. I have known him for years.
Patient 15
Often such pre-existing cognitions appeared to be triggered by what happened in the current consultation.
Here we are making jokes. You can see that we can get along very well. Therefore I trust him. I value that he knows who I am and that he is attuned to me.
Patient 10
Patients seemed to trust their doctor's expertise when they felt the doctor had obtained a good understanding of their problem, e.g. by listening attentively to their story. Patients mentioned that the doctor needed to understand what they were worried about to be able to conduct appropriate examinations. Patients expressed that taking the necessary steps to thoroughly investigate their complaint, e.g. by performing a proper physical examination, enabled the doctor to come to an accurate diagnosis.
I was able to properly talk with him and I gave him various signs, that I was thinking 'maybe it is the thyroid gland?' Well, he reassured me about that. He paid attention to that and he made the effort to have -This is a common disease according to the media/in my family/among my friends and acquaintances.
-The symptoms I have are not normal.
-The media/my friends say that my symptoms are indicative of a serious disease.
-Now that I am getting older the chance of having a serious disease is increasing.
-The symptoms I have must be abnormal as I know of no people in my social environment and with a similar background to mine that have such symptoms. -My symptoms have not disappeared after the treatment so something must be wrong.
My health problem will have adverse physical effects -I have a health problem that will lead to serious illness causing disability/additional conditions/death.
-These adverse effects happen all the time according to the media/in my family/among people I know.
-My symptoms are getting worse.
-I do not know how the symptoms can be treated since I do not know what causes them.
My treatment will have adverse effects
-The treatment I received was incorrect, so my health problem will persist.
-In my social environment I have seen many cases of incorrect treatment of this problem with bad outcomes.
-If I take medication, I will have to continue to take it indefinitely/there will be side effects/ I will have difficulty sticking to my drug regimen.
-In my social environment I have often seen adverse effects of medication.
My health problem will negatively impact my life -Having health problems does not fit with how I see myself and my future.
-My social environment is not supportive when I have problems and concerns/does not allow me to deal with the problem in my own way.
-I have so many health problems at the same time/My health problems are getting worse/my treatment is no longer effective.
-My health problems will make me dependent on others/limit my daily functioning. I feel safe and supported because I have a trusting relationship with my doctor.
-emphasizes the equality of our relationship by: approaching me in a friendly manner, using humour.
- -an experienced doctor who: has had many years of experience; sees many patients with problems that are similar to mine; has a good reputation in my neighbourhood.
-takes the necessary actions to adequately investigate my symptoms by: exploring alarming symptoms; performing a physical examination and other investigations; referring me to a specialist.
-a familiar doctor who: knows my whole history.
-explains the reasons for his/her actions by: announcing and explaining what he/she will do during the physical examination and which further investigations will be done.
-a careful doctor who: has never made a mistake; has always been quick and effective; has always referred me when it was necessary.
-takes care to perform actions properly and thoroughly by: making sure that he/she does not forget anything by sharing findings with me during the examination/when typing during the consultation; discussing test results with me; proposing a good specialist.
I do not have a serious disease
-underpins why my symptoms are not serious by: explaining (using visual tools) why my symptoms/ findings are not consistent with a serious diagnosis; demonstrating how the examination excludes a serious diagnosis; emphasizing that the maximum amount of information has been obtained; pointing out that a specialist will make the same diagnosis.
-sufficient evidence provided to exclude a serious diagnosis because: multiple examinations, investigations and medical professionals have excluded serious disease.
-enables me to reassure myself by: exploring alarming symptoms that are not present; ordering tests and investigations of which I can interpret the results.
-underlines (non-)verbally that my symptoms are not serious by: a calm and unconcerned expression; stating that I do not have a serious illness/there is no need to worry/my symptoms are benign.
-shows that actions that might indicate a serious diagnosis are not really necessary by: stating there is no need for illness behaviour; not referring urgently; emphasizing that the purpose of the referral is to re-assure me.
-provides insight into my tendency to worry about physical symptoms by: giving a cause for this tendency that I can recognize and understand, emphasizing the importance of being aware of this tendency.
My health problem is harmless/easy to treat.
-gives a logical and understandable explanation for my symptoms by: explaining what causes them; giving an explanation that is consistent with my self-image; linking new symptoms to a benign diagnosis on which we had agreed.
-clarifies the cause of my symptoms by: using clear language; talking slowly; checking that I have fully understood the benign diagnosis; using visual tools; sharing findings during the physical examination. a look. I thought there might be a cause, and when he said that is not the case, well, I was satisfied with that.
Patient 9
Well, it seems to me that it [physical examination] is a part of the consultation, for without it the doctor cannot find out what is going on. She also explained things to me, but I think that without a proper physical examination it is impossible to determine what the matter is.
Patient 17
Patients also expressed that they needed to be convinced that their complaint was not serious by evidence or signs that denied the presence of severe illness. Some patients said they were already able to reassure themselves by being able to answer negatively to the doctor's questions about alarming symptoms.
As I do not have it [sweating, nausea], because I could answer negatively, I found that reassuring.
Patient 1
In addition, patients stressed the importance of the doctor explaining how test results or findings of the history taking and physical examination excluded a harmful diagnosis. Different types of explanations were mentioned. Some patients preferred such an explanation to take place during the physical examination.
In that way [describing findings during the physical examination] he won't forget anything and I know Table 3 Reassuring core cognitions and supporting factors (Continued)
My health problem will: disappear/not return/not deteriorate -ensures I receive adequate treatment by: tailoring the treatment to my wishes and expectations; proposing treatment that I can execute myself; treating the cause of my symptoms; referring me to (a team of) specialists for treatment -evidence that I am getting better because: the symptoms are diminishing, the treatment is effective.
-adequately monitors my condition by: indicating when he/she wants to schedule a follow-up visit/check-up; monitoring my condition him/herself.
-a doctor who always carefully monitors my condition by: scheduling regular follow-up visits; being available in case of problems between appointments.
-gives a positive vision of my future by: outlining the natural course of the disease; emphasizing that everything will be done to ensure a full recovery. immediately how things stand. That is quite a relief.
Patient 21
In case of an abnormal test result, patients felt reassured when the doctor used visual tools, such as anatomical models and graphs, to explain why they are reported and that they are no reason for concern.
For some patients it was sufficient to understand why the complaint was not serious, but others said they also needed an alternative explanation showing that their symptoms were harmless before they felt completely reassured. Patients believed the doctor's explanation that their symptoms were harmless when the doctor gave a clear, logical explanation that the patient could recognize. The doctor could do so, for example, by demonstrating and explaining during physical examination that chest pains can be caused by muscle tension. Several patients mentioned that they did not need any additional investigations after receiving a clear, detailed explanation of their complaints.
When she says it [an X-ray] is not necessary and everything is fine, I trust her and I feel sufficiently reassured. So explaining this and that it is unlikely to be that and it is probably this. And that she explained really well why it was that and not something else.
Patient 14
When he explains it you start to think, obviously when I have pain in my left foot end my right hip, walking is difficult and I distribute it. Then I think, well what he says makes sense, it is quite a logical explanation.
Patient 21
In contrast, a few patients mentioned that in order to feel reassured, they needed additional tests or a referral to a specialist, after which they would obtain absolute certainty. They felt that the GP is limited in his/her diagnostic means and that additional investigations would give a more precise result than a physical examination. Some patients preferred an investigation of which they are able to understand the results.
With an X-ray I can see it myself, it's tangible. Then I feel more reassured than with a blood test. You see I'm no expert, such a result of a blood tests is like Chinese to me.
Patient 4
Despite these investigations or referrals, patients seemed to be aware that the doctor him/herself was not worried. The doctor demonstrated this by not referring the patient urgently or by emphasizing that the only purpose of the referral is to reassure the patient.
He knows that when I don't do it [X-ray] that I keep feeling it, keep worrying and get really nervous. He knows that and therefore he says: ' to reassure you I'll order an X-ray'. Once that is done it will all be ok.
Patient 15
Worrying core cognition: My health problem will have adverse physical effects Worries about having a serious disease were often accompanied by worries about potential adverse physical consequences of such a disease, such as additional conditions and death.
But well, I am worried about the pressure at the back of my head. Then I think of my heart, for that is the pump and the pump is the main thing, and, to be honest, then I worry that I will not live to an old age. Yes, your heart is in fact the thing of your body and if it is not alright, other things will be wrong as well. For you get a domino effect.
Patient 4
Worries about the adverse effects of a complaint were often due to the experiences of family members and friends or to information on the internet.
I have high blood pressure with symptoms and then you hear all sorts of stories and you know people, some I know personally, who have suffered attacks due to high blood pressure and were partially paralyzed. I have two young children and I do not want that.
Patient 18
Patients who worried that their symptoms might lead to adverse consequences mentioned to feel reassured after the cause of their symptoms was explained to them. In some cases a clear explanation helped patients to understand that the symptoms were easy to treat. Having control over their complaint by being able to treat it themselves was reassuring as well.
I know what causes it. Things are in my own hand now, I know what I can do about it, and that is reassuring.
Patients felt reassured also when they were convinced that their complaint would disappear or when they believed it would not get worse or return. This depended on adequate treatment as well as close monitoring, preferably by their GP, who was considered to be the most capable of judging how the complaint would develop.
Worrying core cognition: My treatment will have adverse effects
Some patients believed that treatment would lead to serious consequences. This could relate to treatment that already had been performed, in this case a hip replacement.
Your can read a lot about new hips, metal on metal can cause all sorts of things. My sister still has these complaints, pain in her leg, swollen. I have the same. She already has it [new hip] for 5 years now. Then I rather go back on time.
Patient 19
This cognition however mostly arose when the doctor prescribed medication during the consultation or when the patient thought the doctor might prescribe medication in the future.
I know someone who also has something like that and when he reads the side effects of the medication, then you start to think, do I really have to take that? Then I'm afraid that there will be side effects and they are going to make it worse.
Patient 7
Patients who worried about potential adverse effects of medication use mentioned no reassuring cognitions that counteracted these particular concerns. A few patients with these concerns did derive some reassurance from trust in their doctor's expertise, however this did not seem to influence their specific worrying cognition. The patient worrying about a possible incorrect hip replacement did also not express any reassuring cognitions apart from trust in the doctor's expertise, yet for a different reason. This patient felt partly reassured because her doctor referred her for an additional investigation. Inevitably the results and treatment options had not been discussed yet so the patient's worries remained for the most part.
Worrying core cognition: My health problem will negatively impact my life Several patients expressed difficulties in coping with their health problems as they worried about the impact of these problems on their life, e.g. on their everyday functioning. Some of these patients had been experiencing several health problems for a longer period and some mentioned that their problems were getting worse and/or that their treatment was no longer effective. A few patients also indicated non-supportive family members, friends and working environment as one of the reasons for their experienced difficulties. Another cognition that patients expressed in relation to this type of concern was the mismatch between living with complaints and the patient's vision of his/her future, for instance when the patient had expected to grow old without experiencing any physical problems.
Well, I find it difficult to deal with that this is the case for several things. It really makes me feel like, hey guys is there anything that is not wrong with me, just put me out with the garbage. I find this very discouraging, like, well you are getting old, shortly you will be written off completely (…). I am 65 years old and I would like to live to 85 without any problems.
Patient 2
While a trusting relationship seemed to have an indirect reassuring function for most patients, patients who struggled with the impact of their complaints on their life, explicitly described the reassurance they obtained from a trusting and supporting relationship. The doctor showing involvement and empathy and listening attentively to the patient's story supported such a relationship. This made patients feel their doctor was interested in them as a person and was genuinely trying to help them. Especially patients who felt that people in their environment did not take them seriously appreciated naming concerns.
It is reassuring to be listened to. If I had talked about this with my boss, he would have listened to me for two seconds and told me to go to bed and see how things were in the morning. And he says, no, you should tell your story properly and I will not interrupt you. One is not afraid to have a proper talk with this man, because you know that everything you say will be heard, that he really listens to you. He gives you time to get it off your chest. He asks some pertinent questions and otherwise he keeps quiet. Well, that is why I am here isn't it?
Patient 16
Several patients mentioned that they felt reassured when they believed their complaints would be resolved and not return. These concerns seemed to be dealt with particularly effectively, when the doctor communicated a treatment plan and a positive vision of a future without complaints.
It is very much tailored to the person. He says, well you need a little more of this. That is reassuring. Then they start to work on things you might do better in order to prevent this from happening again.
He had this idea, that I can go to that hospital with a team of specialists and try it [treatment] again. And I'll try it. I'm optimistic about it, maybe they can do something positive.
Patient 21
Discussion
Main findings
During the interviews, patients mentioned a range of worrying core cognitions underlying their concerns: 'I have a serious illness' , 'my health problem will have adverse physical effects' , 'my treatment will have adverse effects' and 'I find it difficult to live with my complaints'. Patients related these worrying core cognitions to a range of underlying person-specific and context-specific cognitions. Patients also described different reassuring cognitions: 'I trust my doctor's expertise, 'I have a trusting and supporting relationship with my doctor' , 'I do not have a serious disease' , 'my health problem is harmless' and 'my health problem will disappear'. As reasons for these cognitions, patients mentioned the doctor's actions during the consultation and pre-existing cognitions related to their doctor and previous events. Worrying and reassuring core cognitions appeared to be related, as worrying cognitions were counteracted by specific reassuring cognitions.
Main findings in relation to the literature
Patients who were concerned about having a serious disease expressed to be reassured when the GP explained why the complaint was not serious and moreover gave insight into the harmless cause of the complaint. These findings are similar to our previous study in which we interviewed GPs about the strategies they used to reassure patients (Giroldi E, Veldhuijzen W, Leijten C, Welter D, Muris J, van der Weijden T, van der Vleuten CPM: 'No need to worry': exploring family physicians' expertise in reassuring patients: Submitted). Both studies provide empirical support for Starcevick's view that this is an effective strategy to reassure patients [30] . The reassuring cognitions we identified in the present study are in line with the process in which patients with medically unexplained symptoms (MUS) are supported to re-attribute somatic complaints [31, 32] and with giving hypochondriac patients insight into the causes of their tendency to worry as an effective component of Cognitive Behavioural Therapy [33] .
Patients also worried about potential serious consequences of complaints, such as disability. The main reassuring cognition for these patients was the belief to being able to influence their health problem. This finding provides empirical support for Buchsbaum's description of the importance of providing patients with information, thereby enabling them to re-establish control and selfconfidence [4] , and for the results of a qualitative study by Andén et al. showing that 'understanding what I have' was the key consultation outcome for patients and that it was not sufficient to merely cure the complaint [34] .
Buchsbaum also described how an empathic doctor showing genuine interest and compassion can provide support during emotionally turbulent times [4] . A compassionate doctor and exploration of patients' concerns have been shown to reduce anxiety in cancer survivors [8] and cancer patients, respectively [10] . In our study, patients worrying about the impact of health problems on their everyday life explained how a trusting doctor-patient relationship was reassuring for them. With simple actions, the doctor provided emotional support to patients who did not receive this from their social environment [35] . Here, a trusting relationship served as the instrument of reassurance while also having an indirect supportive effect on patients with other worrying cognitions. A trusting relationship created an environment in which patients felt comfortable and were more likely to accept the doctor's information and conclusions.
In addition to patient-centred communication skills that have received considerable attention in the literature, such as showing empathy, this study demonstrates the importance of trusting the doctor's expertise in the acceptance of a reassuring diagnosis. Confirming the findings of our previous study, patients experienced it as reassuring when the doctor showed he or she adequately understood the complaint and took what patients believed to be the necessary action to investigate the complaint (Giroldi E, Veldhuijzen W, Leijten C, Welter D, Muris J, van der Weijden T, van der Vleuten CPM: 'No need to worry': exploring family physicians' expertise in reassuring patients: Submitted). Besides the reassuring effect of the GPs' actions in the consultation, the present study also highlighted the importance of patients' preexisting cognitions about their doctors' expertise.
We described earlier in the background that patients and doctors perceived consultations differently [20] [21] [22] , and hypothesized that this might lead to ineffective reassurance [13] [14] [15] [16] . A comparison of the results of the present study with those of our earlier study nevertheless showed considerable overlap between strategies GPs believe to be reassuring and patients' reassuring cognitions. However it cannot be concluded that this overlap will be present on the level of individual consultations. Furthermore, reassurance may be difficult to achieve in specific patient groups with high anxiety [14, 16] and more feasible in the less anxious population we studied. Our findings are consistent with previous research showing that in most patients reassurance is a multifaceted process involving more than just providing normal results of diagnostic tests [13, 15, 36] . Most patients wanted clear explanations to help them understand their complaint, after which they felt no need for any additional diagnostic tests. A few patients, however, did not feel sufficiently reassured by their GP's explanations and needed more investigations or a referral to a specialist. These differences between patients point to the important observation that worrying and reassuring cognitions can vary considerably among patients, requiring doctors to use situation-specific reassurance strategies. This may be challenging considering that training in medical communication skills tends to be of a quite generic nature [37] . It might be particularly challenging to address patients' undisclosed or ambiguously expressed concerns, a phenomenon present in this study as well as in previous research [38] .
Although we did not aim to explore which sorts of cognitions were or were not expressed during the consultations, we noticed that worries about the effects of medication use were never expressed. Obviously, an indepth interview gives patient much more opportunity to elaborate on their concerns than a 10-minute consultation. Nevertheless, the reasons for patients' unexpressed concerns in this study seemed to be related to the subject. Patients may feel uncomfortable disclosing concerns about the physician's treatment plan.
Strength and limitations
Interestingly, none of the patients, including those who remained worried, expressed worrying cognitions about their own doctor, e.g. regarding the absence of trust. Although we explicitly asked all patients if they could think of anything that would have reassured them more, only one patient described this. The absence of this action was however no cause of increased concern. Patients who mentioned doubts about other GPs and specialists generally remarked that their own doctor did much better. There are several possible explanations for this phenomenon. Firstly, patients may have given socially desirable answers and be reluctant or not used to making negative comments about their doctor. Secondly, expressing only positive views of their doctor may be used as a personal confirmation that the doctor was right. Negative thoughts about their doctor might jeopardize patients' feelings of being reassured. Thirdly, since participating GPs were aware of this research project and the video recording and may have had affinity with its subject, GPs may have tried to enhance their reassuring actions, resulting in patients' positive experiences. A positive outcome is that we have captured patients' experiences of many different actions, yet we may have missed some of patients' worrying cognitions.
Since we were not able to select from every practice consultations in which patients gave high ratings of their level of concern, we included several patients who indicated that they were only slightly worried. During the interview, however, these patients spontaneously mentioned several worrying and reassuring cognitions. We therefore think that the data comprise descriptions of worrying and reassuring cognitions given by patients showing a high degree and patients showing a lower degree of concern. This may well be interpreted as a strength of this study given that the current literature focuses mainly on patients with high anxiety, such as patients with hypochondriasis [30, 33] and MUS patients [16, 31, 32] . The variety of the consultations is limited with respect to the absence of consultations in which GPs diagnose or suspect serious disease. It is likely that patients have other worrying and reassuring cognitions in case GPs express their concerns about serious pathology.
Another strength is that we interviewed patients about a recent consultation with their GP. This meant that the interviews remained very close to what actually happened during the consultations while the videotaped consultations were an effective stimulus for patients' reflections. This reduced the risk of unreliable and incomplete answers, though the risk of patients constructing answers using hindsight knowledge is always present.
Implications for practice and research
A good understanding of patients' concerns is crucial for successful reassurance. It is not only reassuring in itself, it also gives doctors a focus for their efforts to reassure patients. Our results show a variety of cognitions underlying patients' concerns. Once physicians are aware of the worrying cognitions patients have, they may be able to recognize patient cues pointing towards these cognitions. This is especially important in light of the finding that patients often did not mention all their concerns during the consultation and that these concerns were not addressed, in particular concerns related to treatment. Doctors should therefore pay attention to cues and concerns throughout the consultation, not solely during the opening phase. Awareness of the existence of 'hidden' worrying cognitions is essential for doctors aiming to effectively reassure their patients.
Furthermore, the reassuring core cognitions that were identified can support doctors in applying reassuring strategies. By not only describing reassuring actions but also the core cognitions supported by these actions and the worrying core cognitions counteracted by them, we aim to offer doctors guidance for strategies to reassure patients in a goal-directed manner. We do not recommend to apply all reassurance strategies in every consultation but aim to help doctors select the most appropriate reassurance strategy based on a proper exploration and understanding of the patient's concerns.
In this small scale, qualitative study we were only able to describe patterns on the level of core cognitions. Specific underlying worrying cognitions, however, may require specific types of reassurance. It would therefore be interesting to conduct further experimental, systematic studies of the relationship between specific worrying and reassuring cognitions, in order to obtain additional insights regarding effective situation-specific reassurance. Future studies could explore specifically how different sorts of concerns are expressed during the encounter and factors that influence this expression, such as the presence/ absence of a trusting doctor-patient relationship. Less intensive methods of data collection such as questionnaires would also allow the investigation of associations between patient characteristics (e.g. anxiety level)/GP characteristics and worrying/reassuring cognitions.
Using recently videotaped consultations as a stimulus for stimulated recall interviews appears to be an effective method of gaining insight into patients' experiences and thoughts about the interaction with their GP. This method may also be useful for studies of patients' perspectives on other important communicative aspects of doctor-patient consultations, such as patients' feeling of involvement in decision-making.
Conclusion
Both patients' concerns about disease and patients' reassurance are based on a variety of cognitions. What patients experience as reassuring seems to depend on their specific worrying cognitions. Gaining a thorough understanding of these worrying cognitions and tailoring reassuring strategies to them should be an effective way of achieving reassurance.
